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Abstract: Ankle injuries are highly prevalent in elite youth footballers and increase the mechanosensi-
tivity of the local neural tissue, which may predispose athletes to re-injury and prolong rehabilitation
periods. Increased neural mechanosensitivity presents clinically as altered pain pressure thresholds
(PPTs) which are measured with pressure algometry. The purpose of this study was to determine the
intra-rater and inter-rater reliability of PPTs of the ankle neural tissue in asymptomatic elite youth
football players. Three raters utilised a digital algometer to evaluate the PPTs of the Sural and Tibial
nervous tissue at the ankle of elite youth male footballers. Intraclass correlation coefficients (ICCs)
with 95% confidence intervals (CI) were calculated to assess intra-rater and inter-rater reliability
and Bland–Altman figures were plotted to enable visual evaluation of measurement error with a
significance level of p < 0.05. Thirty-four players (16–18 years old) were assessed. Excellent intra-rater
(Tibial ICC 0.88 (0.76–0.94); Sural ICC 0.89 (0.79–0.95)) and good inter-rater reliability (Tibial ICC 0.66
(0.40–0.82); Sural 0.71 (0.50–0.85)) was demonstrated. Bland–Altman plots demonstrated low levels
of measurement error. Pressure algometry can be utilised clinically to accurately evaluate the PPTs of
the Tibial and Sural nervous tissue at the ankle in asymptomatic elite male youth footballers.
Keywords: reliability; pain pressure threshold; football; Tibial nerve; Sural nerve
1. Introduction
Football is the world’s most popular sport [1] with over 12,000 elite youth players
playing in the professional leagues in England [2]. Musculoskeletal injuries are highly
prevalent in elite youth football [3], where the incidence is reported to be between 2.4 [4]
and 4.8 [5] injuries per 1000 training hours, and may result in physical pain, reduced
function, and psychological distress for players. Ineffective assessment and management
may prolong rehabilitation of musculoskeletal injuries and reduce game play and contribute
to a potential loss of earnings for the player and revenue for club [6]. In elite youth football,
prolonged musculoskeletal injuries are particular problematic, as they reduce opportunities
for career development and may impact on future professional contracts [7].
The ankle is the most common region of musculoskeletal injury (16–20% of all injuries)
and reinjury (>25% of total injuries) in elite youth football [5]. Hyper-inversion and hyper-
eversion ankle injuries damage the lateral and medial ligament complexes, respectively [8],
and increase the mechanosensitivity of the local neural tissues (e.g., Sural and Tibial
nerves) [9]. Importantly, increased mechanosensivity of ankle neural tissue may predispose
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players to develop chronic ankle instability [10] and increase the likelihood of injury
recurrence and prolonged rehabilitation periods [11]. Therefore, the assessment of the
mechanosensitivity of neural structures local to the ankle should be included in a routine
clinical assessment of elite youth footballing players by the club medical staff.
Assessment of neural mechanosensitivity is primarily determined by evaluating pain
pressure thresholds (PPTs) through algometry [9]. PPTs are defined as the minimum
amount of mechanical stimulus applied to a tissue for it to be perceived as painful [11]. To
date, two studies [11,12] have evaluated the reliability of PPTs of the lower-limb peripheral
nervous tissue using pain pressure algometry. Walsh and Hall (2009) [12] calculated
excellent (mean Intraclass Correlation Coefficient (ICC) range: Tibial 0.87–0.96; Sciatic:
0.92–0.96; Common Peroneal 0.85–0.91) inter-rater reliability of PPTs in patients with low
back and related leg pain. Fingleton et al., (2014) [11] calculated good (mean ICC: Femoral
0.69; Tibial 0.84) to excellent (mean ICC: Common Peroneal 0.84; Sciatic 0.90) intra-rater
reliability and fair (mean ICC: Tibial 0.56), good (mean ICC: Common Peroneal: 0.70),
and excellent (mean ICC: Sciatic 0.75; Femoral 0.82) inter-rater reliability respectively
in an asymptomatic population. However, both studies assessed the hip (Sciatic and
Femoral) [11] or knee (Tibial and Common Peroneal) [11,12] with no study to date having
evaluated the mechanosensitivity of the ankle’s nervous tissue. Therefore, the aim of this
study was to determine the intra-rater and inter-rater reliability of PPTs, as assessed with a
pain algometer, of the Sural and Tibial nerves in asymptomatic elite youth football players.
2. Materials and Methods
2.1. Study Design
This study was granted ethical approval by the University of Birmingham (CM260318-1)
and is reported in line with the Guidelines for Reporting Reliability and Agreement Studies
(GRRAS) document [13]. The medical staff and elite youth male footballers at the testing
club were covered by ‘Sempris’ and ‘Healthpartners’ insurance providers, respectively.
2.2. Participants
Prior to recruitment a power calculation was conducted. Using the guidance outlined
by Walter et al., (1998), the minimum sample size required to achieve significance (p < 0.05)
was 33 participants [14]. A convenience sample of male elite youth players (U16/17/18) at
a Premier League football club in the North West of England were invited to take part in the
study (see Table 1 for participant eligibility criteria). To avoid coercion, the invitation was
delivered verbally and in written format by a non-testing researcher. The email address
and phone number of the primary researcher (DR) were listed on all written documents.
Potential participants were given two weeks to decide whether they would participate and
no incentive to take part. Prior to study DR verbally explained the testing procedure again
and answered any queries. All participants read the participant information sheet and
signed the informed consent form prior to participating in the study. Where players were
under the age of 18 at the time of recruitment, their parents or legal guardians provided
this authorisation.
Table 1. Participant Eligibility Criteria.
Inclusion Criteria Exclusion Criteria
• Elite youth male footballer at the Premier
League Football Club in the under 18 s
squad
• Currently participating in full training
• Unable to understand written/verbal
English
• Spinal or lower-limb injury in past 12
months
• Analgesic use with in past 7 days
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2.3. Procedure
2.3.1. Familiarisation and Researchers
Three raters were involved in pain pressure testing. At the time of testing, Rater
1 (DR) was a chartered Physiotherapist with 7 years’ experience working in elite sport
and had previous experience using pressure pain algometry in clinical practice and for
research purposes; Rater 2 (SJ) was a qualified medical doctor with 6 years’ post graduate
experience and 2 years working in elite sport; Rater 3 (JJ) was a Sports Therapist with
4 years’ post graduate experience working in elite sport. The fourth researcher (ML),
was a qualified Sports Therapist with 1 year of post graduate experience, who acted as a
non-testing researcher. Prior to data testing, DR conducted a one-hour training session
with an algometer for the other raters which included identification of neural points to
be examined, the full testing protocol and recording of date. A further practice test was
undertaken on asymptomatic participants not involved in the study immediately prior
to data collection [15]. The studies initial aim was to determine the PPT values of the
Tibial, Sural, and Superficial Peroneal nervous tissue at the ankle. However, during the
familiarisation session, the raters struggled intermittently to locate the Superficial Peroneal
nervous tissue as it emerged from the lateral compartment of the lower-leg anterior to the
Lateral Malleolus [16]. This is consistent with other studies which suggest the Superficial
Peroneal Nerve can only be accurately located in just over 50% of ankles [17]. Therefore,
the decision was made to exclude the Superficial Peroneal nerve from the study, leaving
the Tibial and Sural nerves for assessment.
2.3.2. Randomisation, Location, and Timing
All participants were assigned a participant number based on their order of recruit-
ment. A random sequence generator (random.org) (accessed on 30 April 2019) was used to
allocate participants to a rater and determine which neural structure would be assessed
first (i.e., Tibial or Sural). Testing was conducted in the medical room of the Premier League
football Club. The total time participants were involved in testing was approximately
30 min on two occasions, two weeks apart. To minimise the effect of fatigue, each testing
session was done at the same time, which was prior to training, and 3 days following a
competitive match.
2.3.3. Recording Instrument and Application
The Wagner digital algometer (Wagner, FPX 10, Greenwich, CT, USA) was used to
assess the pain pressure thresholds of the Tibial and Sural nervous tissue at the ankle [16].
This device has demonstrated excellent (mean ICC: 0.91) inter-rater reliability when utilised
by newly trained raters in contemporary studies [18]. The algometer had a probe size of
1 cm2 and pressure was applied manually at a rate of 30 kPa/s until the participant’s PPT
was reached [11]. Thirty kPa/s was chosen to give participants enough time to respond to
the stimulus and avoid additional pressure after the PPT had been reached [11,19].
2.3.4. Testing
Prior to data collection, a point on the wrist was assessed with the algometer to
familiarise participants with the testing procedure [12]. Participants were instructed to
lay supine on a medical plinth and their exposed non-dominant knee bent to 90 degrees
and their foot plantar side down on the medical plinth [16]. The non-dominant leg was
chosen for testing to avoid any potential irritation to participants dominant ankle prior to
training. The Tibial and Sural nerves were located 2 cm posterior to the medial malleolus
and 1 cm inferior to the lateral malleolus and marked with a felt pen by the non-testing
researcher [16] The anatomy of the ankle nervous tissue and testing point location can be
seen in Figures 1 and 2, respectively.
Three PPT measurements were taken and the mean calculated [11,18]. Algometer
pressure was applied perpendicular to the skin [15] with a 30 s rest between consecutive
measures to avoid sensitising local tissue and temporal summation [20]. Standardised
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verbal instructions of “I am about to apply pressure to your skin. You must tell me the
moment the sensation alters from non-unpleasant pressure to slightly unpleasant pain”
were used by assessors prior to testing [18]. The statement was printed on a poster above
each medical plinth for rater reference. The term “slightly unpleasant” was chosen to
conform to the International Association for the Study of Pain (IASP) definition of pain
threshold [21] to avoid testing participants pain tolerance [15]. Once the participants’ pain
pressure threshold was reached, the pressure was released.
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Figure 2. Pain Pressure Threshold testing locations of the Sural (A) and Tibial nerves (B).
2.3.5. First Testing Session: Inter-Rater Reliability
For pragmatic reasons, three participants were tested at three testing stations in one
room simultaneously. Participants remained on the same medical plinth and the rater
rotated between them. To reduce rater-bias and ensure participant blinding, the digital
screen was faced downwards during testing then lifting towards the non-testing researcher
after the PPT had been reached. The recorder inputted PPT values directly to an excel
spread sheet and did not offer any verbal feedback. All medical plinths were over 2 m
apart to enhance rater blinding.
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2.3.6. Second Testing Session: Intra-Rater Reliability
Rater 1 (DR) tested each participant a second time two weeks after the initial testing
session. The same non-testing researcher from the first testing session was present and marked
up participants and recorded PPT values in an identical manner as previously outlined.
2.4. Statistical Analysis
Statistical analysis was conducted using IBM SPSS version 24 for Macintosh (SPSS
Inc., Armonk, NY, USA) software with all data presented as mean ± standard deviation
(SD). The mean and standard deviation of PPT measurements were calculated for the Sural
and Tibial nervous tissue. The Standard Error of Measurement (SEM) was calculated to
evaluate the variability between scores which could be due to measurement error following
the equation SEM = S
√
1 − ICC, where ‘S’ refers to the pooled standard deviation (SD). To
make reasonable judgements whether a real change has occurred, the minimal detectable
change (MDC) was calculated using the formula: (1.96)
√
2(SEM2) [22].
Intra-rater (within participant; between testing sessions 1 and 2) and inter-rater re-
liability (within participant; between rater in session 1) were calculated using two-way
analysis of variance (random effects model) [23]. Intraclass correlation coefficients (ICCs)
with 95% confidence intervals (CI) were calculated to assess intra-rater and inter-rater relia-
bility. ICC values were interpreted as; excellent: >0.75; good: 0.6–0.75; fair: 0.4–0.59; poor:
<0.4 [24]. Bland–Altman figures were plotted to enable visual evaluation of agreement
consistency for intra-rater and inter-rater reliability testing of the Tibial and Sural nervous
tissue. Proportional bias was assessed with linear regression and a significance level of
p < 0.05 was utilised for all analyses.
3. Results
3.1. Participants
Thirty-nine players were invited and all agreed to participants in the study. Five
were excluded due to current or previous musculoskeletal injuries, meaning thirty-four
elite youth football players aged between 16 and 18 years (mean 17.0 years ± 1.0 years)
participated in the study (Table 2).
Table 2. Participant Characteristics.
Number of Participants 34
Age (years) 17 ± 1
Age range (years) 16–18
Height (cm) 177.0 ± 3.0
Body mass (kg) 71.0 ± 2.6
Legend: cm, centimetres; kg, kilograms.
3.2. Mean and Range of PPT Values
Mean PPT values ranged from 34.00–47.47 kPa at the Tibial and 31.59–50.23 kPa in the
Sural nervous tissue respectively across three raters. PPT values including mean, standard
deviation and minimum and maximum values (displayed n kPa) are detailed in Table 3.
3.3. Reliability
Excellent intra-rater reliability was found for the Tibial (0.88 [95% CI 0.76, 0.94])
and Sural (0.89 [0.79, 0.95]) nervous tissue respectively. Good inter-rater reliability was
calculated across the three raters for the Tibial (0.66 [0.40, 0.80]) and Sural (0.71 [0.50, 0.80])
nerves respectively. Intra-rater and Inter-rater ICCs, SEM, and MDC values are shown
in Table 4. Visual evaluation of the plots demonstrates low levels of measurement error
with no obvious increases at different pressure thresholds. Linear regression suggested all
Bland–Altman plots were free of proportional bias except the intra-rater testing of the Sural
nervous tissue (p < 0.01). The Bland–Altman plots for intra-rater and inter-rater reliability
and linear regression results are presented in Figure S1.
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Table 3. Pain Pressure Values recorded by raters.
Rater/Nerve Minimum Maximum Mean Standard Deviation
R1/Tibial, T1 24.00 62.00 36.74 7.58
R1/Sural, T1 27.00 72.00 47.47 9.52
R1/Tibial, T2 27.00 70.00 39.12 9.94
R1/Sural, T2 30.00 89.00 50.23 13.84
R2/Tibial 20.00 50.00 38.09 7.61
R2/Sural 20.00 65.00 41.12 11.40
R3/Tibial 18.00 55.00 34.00 8.62
R3/Sural 18.00 48.00 31.59 7.94
Legend: R1, Rater 1; R2, Rater 2; R3, Rater 3; T1: Time point 1—intra-rater testing only; T2: Time point 2—intra-rater tester only; All values
displayed as kPa.
Table 4. Intra-rater and Inter-rater reliability of Pain Pressure Thresholds.
Intra-Rater Reliability ICC (95% CI) SEM MDC
Tibial 0.88 (0.76, 0.94) 3.47 9.6
Sural 0.89 (0.79, 0.95) 4.24 11.8
Inter-rater reliability
Tibial 0.66 (0.40, 0.82) 4.69 13.0
Sural 0.71 (0.50, 0.85) 5.62 15.7
Legend: CI, confidence interval; ICC, intraclass correlation coefficient; SD, Standard deviation; SEM, standard error of measurement;
MDC, Minimal Detectable Change. SEM and MDC values displayed at kPa.
4. Discussion
4.1. Intra Class Correlation Coefficients
This is the first study to investigate the intra-rater and inter-rater reliability of PPT
assessment of the Tibial and Sural nervous tissue with a widely used pressure algometer in
elite youth footballers. The results demonstrated excellent intra-rater reliability (Sural ICC:
0.88 [95% CI 0.76–0.94]; Tibial ICC: 0.88 [0.79–0.95]) and good inter-rater reliability (Sural
ICC: 0.72 [0.50–0.85]; Tibial ICC: 0.66 [0.40–0.82]) for both anatomical locations.
The lower ICC values found in inter-rater compared with intra-rater reliability is
consistent with other studies that have examined PPTs of the nervous tissue in other body
segments [11,15]. These results may be explained by natural variation in rater application of
algometry testing due to variations in point location, angle of application, and the force exerted
by each researcher with the algometer against each participants’ skin. Our inter-rater ICC values
and 95% confidence interval ranges were comparable to Fingleton et al., (2014) (0.56–0.90) [11].
However, Walsh and Hall (2009) [12] (0.85–0.96) and Sterling et al., (2000) (0.92–0.97)
demonstrated higher ICC values when testing nervous tissue at the hip/knee [12] and
median/radial/ulnar nerve trunks [13] respectively. While the aforementioned studies
followed a standardised PPT assessment protocol and outlined rater experience, only
Fingleton et al., (2014) described rater training prior to testing. However, this was not
reported with sufficient detail to enable replication and a definitive link between rater
training and reliability of PPT testing with pressure algometry cannot be established.
Furthermore, authors disagree on the training needs of raters prior to pressure algometry
testing to establish adequate reliability [15,25].
In their study with pre-registration physiotherapy students, Chesteron et al., (2003) [18]
found excellent inter-rater reliability (mean ICC: 0.91) using a digital algometer to mea-
sure PPTs on the first dorsal interossei. The raters in our study had a variety of years of
post-graduate clinical experience but minimal experience using algometry and undertook
a single one-hour training session with a brief ‘top-up’ prior to testing. Our results agree
with that of Walton et al., (2011) [15] that this time frame is enough to train raters to
use pressure algometry to acceptable reliability in a clinical environment. However, the
lower inter-rater reliability suggests further training would be appropriate in sporting
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environments where several members of the sports medicine team are involved in player
assessment and rehabilitation (e.g., elite football teams). Further research could therefore
investigate whether the amount of training effects the reliability of PPT assessment.
4.2. Bland–Altman Plots and Standard Error of Measurement
In a previous study, higher PPT values were associated with greater measurement
area [15]. However, visual inspection of the Bland–Altman plots in our suggests that the
amount of pressure did not influence the amount of measurement error. Therefore, the
algometer can be used at higher levels but this does not agree with previous studies. Linear
regression suggests that all Bland–Altman plots were free of proportional bias apart from
intra-rater testing of the Sural nervous tissue. The SEM values ranged between 3.47 to
5.62 kPa, and since these were lower than the SD for all points, for all raters, the results
are unlikely to have occurred due to measurement error [26]. Therefore, overall, the study
supports the use of pressure algometer for assessing the PPTs of the Sural and Tibial
nervous tissue at the ankle in elite youth male footballers.
4.3. PPT Values at the Ankle Nervous Tissue versus Other Anatomical Locations
The PPT values in our study at the Tibial (34.00–47.47 kPa) and Sural (31.59–50.23 kPa)
nervous tissue were lower than those in Fingleton et al., (2014) [11] (124–141 kPA) and
Walsh & Hall et al., (2009) [12] (149–174 kPa). These values could be explained by the ankle
having less surrounding soft-tissue and the adjacent neural tissue being more superficial
than the hip or knee. Furthermore, elite footballers have relatively very low body fat scores
compared to non-sporting populations [27].
Conversely, Sterling et al. [28] found comparatively higher PPT values at the nervous
tissue around the elbow. Although exact values were not reported, visual inspection of
the graphs provided in Sterling et al., (2000) suggests that PPT ranges were between >200
to approximately 400 kPa across the median, radial, and ulna nerves respectively. Even
while acknowledging some error from visually inspection of the graphs, these figures are
substantially higher than the PPT values found in our study.
The study populations of Fingleton et al., (2014) [11], Walsh & Hall et al., (2009) [12]
and Sterling et al., (2000) [28] were all ≥18 years of age. Although no study provided
sufficient detail to relate specific age profiles to PPT values, adolescents have been reported
to have reduced pain thresholds related to ‘growing pain’ [29]. Therefore, it is possible that
our lower PPT values were also related to our study population.
4.4. Study Limitations
Although we assessed intra-rater and inter-rater reliability, no data was collected on
test–retest reliability. Therefore, no data exists on the algometers usefulness to measure
changes in PPTs within a treatment session. The population in our study were limited to
asymptomatic male footballers from an elite academy with a narrow age range. As evidence
suggests that gender and age have a significant effect on pain perception [17], further
testing is required on female football players, players of different levels, and those who
have suffered lower-limb musculoskeletal injury to verify if these results are generalisable.
Due to difficulties with location during training, the Superficial Peroneal nervous
tissue was excluded and from testing and analysis and, therefore, recommendations on its
reliability of PPT assessment cannot be made. As the Superficial Peroneal nervous tissue is
likely to become sensitised in players with ankle injuries, this limits the clinical application
of our study and warrants further investigation in future studies.
The identification of testing points in our study was made by a non-testing fourth
researcher. Although this was done to enhance the accuracy of point location across
participants, the reliability of this method was not assessed. Therefore, the results only
reflect the inter-rater reliability of handling of the algometer and not point location which
may further limit the algometers clinical value.
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Finally, although a sample size calculation was done a prior to testing, no normative
data of the PPT values of elite male youth footballers exists for comparison and our sample
was not large enough to make strong clinical recommendations. Therefore, further PPT
testing on larger sample sizes is required.
5. Conclusions
The Wagner algometer can be used reliably to assess the PPTs of the Tibial and Sural
nervous tissue at the ankle in elite youth male football players. Further testing is required
on the reliability of PPT values of the ankle nervous tissue to verify these results. Future
studies should include greater sample sizes and focus on the Superficial Peroneal nervous
tissue, female footballers, players of different levels, and those who have suffered lower-
limb musculoskeletal injury.
Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/sports9090132/s1, Figure S1: Bland–Altman plots and linear regression for Intra-rater and
Inter-rater reliability of Tibial and Sural nervous tissue for elite youth football players.
Author Contributions: Conceptualization, M.W. and D.R.; methodology, M.W. and D.R.; software,
M.W., D.R. and M.G.; formal analysis, M.W., D.R. and M.G.; investigation, D.R., S.J., J.J. and M.L.;
resources, M.W., D.R., S.J., J.J. and M.L.; data curation, M.W. and D.R.; writing—original draft
preparation, M.W., D.R. and M.G.; writing—review and editing, M.W., D.R. and M.G.; supervision,
M.W. and D.R.; project administration, M.W. and D.R. All authors have read and agreed to the
published version of the manuscript.
Funding: This research received no external funding.
Institutional Review Board Statement: This study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Research Ethics Committee of the University of
Birmingham (CM260318-1 and February 2019).
Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study. Where players were under the age of 18 at the time of recruitment, their parents or legal
guardians provided this authorisation.
Data Availability Statement: The data presented in this study are openly available on FigShare at
https://doi.org/10.6084/m9.figshare.15073800.v1.(accessed on 10 September 2021).
Acknowledgments: The authors would like to thank the participants.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Giulianotti, R. Sport: A Critical Sociology, 2nd ed.; Polity Press: New York, NY, USA, 2015; ISBN 978-0-745-66993-9.
2. Kelner, M. Youth Football: What Happens to Those Who Don’t ‘Make It’? Sky New Website. Available online: https://news.sky.
com/story/youth-football-what-happens-to-those-who-dont-make-it-12226577 (accessed on 20 August 2021).
3. Hagglund, M.; Walden, M.; Ekstrand, J. Risk factors for lower extremity muscle injury in professional soccer: The UEFA Injury
Study. Am. J. Sports Med. 2013, 41, 327–335. [CrossRef]
4. Light, N.; Johnson, A.; Williams, S.; Smith, N.; Hale, B.; Thorborg, K. Injuries in youth football and the relationship to player
maturation: An analysis of time-loss injuries during four seasons in an English elite male football academy. Scand. J. Med. Sci.
Sports 2021, 31, 1324–1334. [CrossRef]
5. Le Gall, F.; Carling, C.; Reilly, T.; Vandewalle, H.; Church, J.; Rochcongar, P. Incidence of injuries in elite French youth soccer
players: A 10-season study. Am. J. Sports Med. 2006, 34, 928–938. [CrossRef] [PubMed]
6. Vanleenhove, C.; De Bruyne, J. Liability for Football Injuries and Enforcement in the EU-Will US Punitive Damages Be Shown the
Red Card in Europe. Va. Sports Entertain. Law J. 2014, 14, 50.
7. Reeves, C.W.; Nicholls, A.R.; McKenna, J. The effects of a coping intervention on coping self-efficacy, coping effectiveness, and
subjective performance among adolescent soccer players. Int. J. Sport Exerc. Psychol. 2011, 9, 126–142. [CrossRef]
8. Holmes, A.; Delahunt, E. Treatment of common deficits associated with chronic ankle instability. Sports Med. 2009, 39, 207–224.
[CrossRef]
9. Lorenzo-Sanchez-Aguilera, C.; Rodriguez-Sanz, D.; Gallego-Izquierdo, T.; Lazaro-Navas, I.; Plaza-Rodriguez, J.; Navarro-Santana,
M.; Pecos-Martin, D. Neuromuscular Mechanosensitivity in Subjects with Chronic Ankle Sprain: A Cross-Sectional Study. Pain
Med. 2019, 21, 1991–1998. [CrossRef] [PubMed]
Sports 2021, 9, 132 9 of 9
10. Hertel, J. Functional instability following lateral ankle sprain. Sports Med. 2000, 29, 361–371. [CrossRef]
11. Fingleton, C.P.; Dempsey, L.; Smart, K.; Doody, C.M. Intraexaminer and interexaminer reliability of manual palpation and
pressure algometry of the lower limb nerves in asymptomatic subjects. J. Manip. Physiol. Ther. 2014, 37, 97–104. [CrossRef]
12. Walsh, J.; Hall, T. Reliability, validity and diagnostic accuracy of palpation of the sciatic, tibial and common peroneal nerves in
the examination of low back related leg pain. Man. Ther. 2009, 14, 623–629. [CrossRef]
13. Kottner, J.; Audige, L.; Brorson, S.; Donner, A.; Gajewski, B.J.; Hrobjartsson, A.; Roberts, C.; Shoukri, M.; Streiner, D.L. Guidelines
for Reporting Reliability and Agreement Studies (GRRAS) were proposed. Int. J. Nurs. Stud. 2011, 48, 661–671. [CrossRef]
14. Walter, S.D.; Eliasziw, M.; Donner, A. Sample size and optimal designs for reliability studies. Stat. Med. 1998, 17, 101–110.
[CrossRef]
15. Walton, D.M.; Macdermid, J.C.; Nielson, W.; Teasell, R.W.; Chiasson, M.; Brown, L. Reliability, Standard Error, and Minimum
Detectable Change of Clinical Pressure Pain Threshold Testing in People with and without Acute Neck Pain. J. Orthop. Sports
Phys. Ther. 2011, 41, 644–650. [CrossRef] [PubMed]
16. Butler, S. The Sensitive Nervous System, 1st ed.; NoiGroup Publications: Adelaide, Australia, 2000; ISBN 0975091026.
17. de Leeuw, P.A.; Golano, P.; Blankevoort, L.; Sierevelt, I.N.; van Dijk, C.N. Identification of the superficial peroneal nerve:
Anatomical study with surgical implications. Knee Surg. Sports Traumatol. Arthrosc. Off. J. ESSKA 2016, 24, 1381–1385. [CrossRef]
18. Chesterton, L.S.; Sim, J.; Wright, C.C.; Foster, N.E. Interrater reliability of algometry in measuring pressure pain thresholds in
healthy humans, using multiple raters. Clin. J. Pain 2007, 23, 760–766. [CrossRef]
19. Graven-Nielsen, T.; Wodehouse, T.; Langford, R.M.; Arendt-Nielsen, L.; Kidd, B.L. Normalization of widespread hyperesthesia
and facilitated spatial summation of deep-tissue pain in knee osteoarthritis patients after knee replacement. Arthritis Rheum. 2012,
64, 2907–2916. [CrossRef]
20. Fernandez-de-las-Penas, C.; Perez-de-Heredia, M.; Brea-Rivero, M.; Miangolarra-Page, J.C. Immediate effects on pressure pain
threshold following a single cervical spine manipulation in healthy subjects. J. Orthop. Sports Phys. Ther. 2007, 37, 325–329.
[CrossRef]
21. Gracely, R.H.; Kwilosz, D.M. The Descriptor Differential Scale: Applying psychophysical principles to clinical pain assessment.
Pain 1988, 35, 279–288. [CrossRef]
22. Weir, J.P. Quantifying Test-Retest Reliability Using the Intraclass Correlation Coefficient and the SEM. J. Strength Cond. Res. 2005,
19, 231–240.
23. Koo, T.K.; Li, M.Y. A Guideline of Selecting and Reporting Intraclass Correlation Coefficients for Reliability Research. J. Chiropr.
Med. 2016, 15, 155–163. [CrossRef]
24. Shrout, P.E.; Fleiss, J.L. Intraclass correlations: Uses in assessing rater reliability. Psychol. Bull. 1979, 86, 420–428. [CrossRef]
[PubMed]
25. Stubhaug, A. Pressure pain algometry—A call for standardisation of methods. Scand. J. Pain 2012, 3, 30. [CrossRef] [PubMed]
26. Drouin, J. How should we determine a measurement is appropriate for clinical practice? Int. J. Athl. Ther. Today 2003, 8, 56–58.
27. Sutton, L.; Scott, M.; Wallace, J.; Reilly, T. Body composition of English Premier League soccer players: Influence of playing
position, international status, and ethnicity. J. Sports Sci. 2009, 27, 1019–1026. [CrossRef]
28. Sterling, M.; Treleaven, J.; Edwards, S.; Jull, G. Pressure pain thresholds of upper limb peripheral nerve trunks in asymptomatic
subjects. Physiother. Res. Int. 2000, 5, 220–229. [CrossRef] [PubMed]
29. Hashkes, P.J.; Friedland, O.; Jaber, L.; Cohen, H.A.; Wolach, B.; Uziel, Y. Decreased pain threshold in children with growing pains.
J. Rheumatol. 2004, 31, 610–613. [PubMed]
